Over 40 years have gone since first percutaneous intervention on left main (LM PCI) and we still deal with many controversies. Guidelines for LM PCI have evolved through time. First "green light" for LM PCI was in American guidelines from 2009: LM PCI may be considered in patients with anatomic conditions that are associated with a low risk of PCI procedural complications and clinical conditions that predict an increased risk of adverse surgical outcomes. Last American and European guidelines from 2014 gave PCI and coronary artery bypass graft (CABG) surgery IB recommendation for treatment of low SYNTAX patients mostly because of data driven from sub-analysis of SYNTAX trial. Two studies presented and published in late 2016 on the treatment of unprotected left main coronary came up with conflicting results. In the EXCEL trial published in the New England Journal of Medicine 1 , patients with low-or intermediate-SYNTAX scores treated with an everolimus-eluting metallic stent had comparable rates of death, stroke, or myocardial infarction (MI) at 3 years when compared with patients treated with CABG surgery. Investigators also saw more periprocedural MI and ST-segment elevation MI in the CABG-treated patients at 30 days. In contrast, in the NOBLE trial 2 , published in the Lancet treatment with PCI using predominantly a biolimus-eluting stent was associated with a significantly higher rate of major adverse cardiac and cerebrovascular events at 5 years when compared with CABG surgery. Individually, all-cause mortality was comparable between the two treatments, while nonprocedural MI and the need for a repeat coronary revascularization were higher among those treated with PCI. Stroke rates were higher among the CABG patients at 30 days but numerically higher among PCI patients at 5 years. Two large meta-analysis from 2017 concludes that all-cause mortality is similar from PCI or CABG treatment. When we consider all new data from 2016. and 2017, PCI with new-generation DES confers similar outcomes as CABG in terms of mortality throughout 5 years, but still it suffers from increased need for repeat revascularization after PCI and less protection for non-procedural MI. In conclusion, probably is time to change the guidelines on LM treatment towards IA grade recommendation for LM PCI and CABG for low to intermediate SYNTAX patients.
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